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{E 000} Initial Comments {E 000}

 A Post Survey Revisit (PSR) to the Emergency 

Preparedness Survey conducted on 04/02/25 was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.73.

Survey Date:  05/20/25

Facility Number:  000022

Provider Number:  155061

AIM Number:  100274510

At this PSR Emergency Preparedness survey, 

Envive of Lawrenceburg was found in  

compliance with Emergency Preparedness 

Requirements for Medicare and Medicaid 

Participating Providers and Suppliers, 42 CFR 

483.73.

The facility has 100 certified beds.  At the time of 

the PSR survey, the census was 55.

Quality Review completed on 05/22/25

 

{K 000} INITIAL COMMENTS {K 000}

 A Post Survey Revisit (PSR) to the Life Safety 

Code Recertification and State Licensure Survey 

conducted on 04/02/25 was conducted by the 

Indiana Department of Health in accordance with 

42 CFR 483.90(a).

Survey Date:  05/20/2025

Facility Number:  000022

Provider Number:  155061

AIM Number:  100274510

At this PSR Life Safety Code survey, Envive of 

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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{K 000} Continued From page 1 {K 000}

Lawrenceburg was found in compliance with 

Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 483.90(a), 

Life Safety from Fire and the 2012 Edition of the 

National Fire Protection Association (NFPA) 101, 

Life Safety Code (LSC), Chapter 19, Existing 

Health Care Occupancies and 410 IAC 16.2.

This three-story facility with a basement was 

determined to be of Type II(222) construction and 

was fully sprinklered.  The facility has a fire alarm 

system with smoke detection on all levels 

including the basement, in the corridor, in all 

areas open to the corridor and in all resident 

sleeping rooms. The facility has a capacity of 100 

and had a census of 55 at the time of this PSR 

visit.

All areas where residents have customary access 

were sprinklered and all areas providing storage 

services were sprinklered, except the detached 

outdoor oxygen storage area.

Quality Review completed on 05/22/25

{K 271} Discharge from Exits

CFR(s): NFPA 101

Discharge from Exits

Exit discharge is arranged in accordance with 7.7, 

provides a level walking surface meeting the 

provisions of 7.1.7 with respect to changes in 

elevation and shall be maintained free of 

obstructions. Additionally, the exit discharge shall 

be a hard packed all-weather travel surface.

18.2.7, 19.2.7

This REQUIREMENT  is not met as evidenced 

by:

{K 271}

SS=E

  TEMPORARY WAIVER APPROVED 
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{K 271} Continued From page 2 {K 271}

UNTIL 10/31/25

{K 363} Corridor - Doors

CFR(s): NFPA 101

Corridor - Doors 

Doors protecting corridor openings in other than 

required enclosures of vertical openings, exits, or 

hazardous areas resist the passage of smoke 

and are made of 1 3/4 inch solid-bonded core 

wood or other material capable of resisting fire for 

at least 20 minutes. Doors in fully sprinklered 

smoke compartments are only required to resist 

the passage of smoke. Corridor doors and doors 

to rooms containing flammable or combustible 

materials have positive latching hardware. Roller 

latches are prohibited by CMS regulation. These 

requirements do not apply to auxiliary spaces that 

do not contain flammable or combustible material.

Clearance between bottom of door and floor 

covering is not exceeding 1 inch. Powered doors 

complying with 7.2.1.9 are permissible if provided 

with a device capable of keeping the door closed 

when a force of 5 lbf is applied.  There is no 

impediment to the closing of the doors. Hold open 

devices that release when the door is pushed or 

pulled are permitted. Nonrated protective plates 

of unlimited height are permitted. Dutch doors 

meeting 19.3.6.3.6 are permitted. Door frames 

shall be labeled and made of steel or other 

materials in compliance with 8.3, unless the 

smoke compartment is sprinklered. Fixed fire 

window assemblies are allowed per 8.3. In 

sprinklered compartments there are no 

restrictions in area or fire resistance of glass or 

frames in window assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483, 

and 485 

{K 363}

SS=E
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{K 363} Continued From page 3 {K 363}

Show in REMARKS details of doors such as fire 

protection ratings, automatics closing devices, 

etc.

This REQUIREMENT  is not met as evidenced 

by:

  TEMPORARY WAIVER APPROVED 

UNTIL 10/31/25

{K 921} Electrical Equipment - Testing and Maintenanc

CFR(s): NFPA 101

Electrical Equipment - Testing and Maintenance 

Requirements

The physical integrity, resistance, leakage 

current, and touch current tests for fixed and 

portable patient-care related electrical equipment 

(PCREE) is performed as required in 10.3. 

Testing intervals are established with policies and 

protocols. All PCREE used in patient care rooms 

is tested in accordance with 10.3.5.4 or 10.3.6 

before being put into service and after any repair 

or modification. Any system consisting of several 

electrical appliances demonstrates compliance 

with NFPA 99 as a complete system.  Service 

manuals, instructions, and procedures provided 

by the manufacturer include information as 

required by 10.5.3.1.1 and are considered in the 

development of a program for electrical 

equipment maintenance. Electrical equipment 

instructions and maintenance manuals are readily 

available, and safety labels and condensed 

operating instructions on the appliance are 

legible. A record of electrical equipment tests, 

repairs, and modifications is maintained for a 

period of time to demonstrate compliance in 

accordance with the facility's policy. Personnel 

responsible for the testing, maintenance and use 

of electrical appliances receive continuous 

training. 

{K 921}

SS=F
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{K 921} Continued From page 4 {K 921}

10.3, 10.5.2.1, 10.5.2.1.2, 10.5.2.5, 10.5.3, 

10.5.6, 10.5.8

This REQUIREMENT  is not met as evidenced 

by:

  TEMPORARY WAIVER APPROVED 

UNTIL 10/31/25
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